INTRODUCTION
It is perhaps not surprising that in an era when the resources for health promotion are limited and the expectations as to what can be achieved are high, that 'sustainability' has become a familiar catch-cry. Yet all too often enthusiasm has overshadowed critical reflection on whether aiming for sustainability is warranted, let alone feasible.
There has been a lack of consensus about conceptual and operational definitions of sustainability in respect to health programmes (Shediac-Rizkallah and Bone, 1998) . For health promotion, sustainability may refer to intervention effects or the means by which these are produced-the programmes and agencies that implement interventions. The aim of health promotion is to produce intervention effects that may be sustained over time.
In the health promotion literature, there has been considerable concern about the need to maintain and retain health promotion programmes long term [e.g. Bracht et al., 1994) ].
While there is no doubt that such efforts are often warranted to ensure desirable effects, there are situations in which the retention of a health promotion agency may be more important than maintaining particular programmes in order to ensure an ongoing capacity for health promotion (Stern and Gibelman, 1990; Rosenberg and Weissman, 1995) .
Furthermore, in some circumstances health promotion effects will be sustained without the need for ongoing intervention. When this occurs, efforts to sustain programmes are not warranted (Green, 1989) . We have explored more fully the issues surrounding these differing targets for sustainability (programmes, agencies or effects) elsewhere (Crisp and Swerissen, 2002) .
Knowing what it is that one seeks to sustain is a useful start, but whether such aspirations are realistic is another question. Unfortunately, to date the not insubstantial body of literature on sustainability in health promotion is not particularly helpful to decision makers. Definitions are confused, there are relatively few empirical studies, and explanatory models tend to be relatively simplistic and descriptive, often failing to consider the substantial literature on learning theory, community action and social policy that has addressed non-health-related issues. Here we draw on this literature to provide some guidance for the development of a policy on sustainability for health promotion.
SUSTAINABILITY AND LEVELS OF SOCIAL ORGANIZATION
In developing a policy on sustainability for health promotion, it is necessary to be able to differentiate between (i) levels of social organization which are the focus of change, (ii) the programmes and agencies which are the means employed to achieve change, and (iii) the outcomes or effects that are achieved. Having previously discussed the sustainability of programmes, agencies and effects, we now turn to the complex relationship between the means of intervention (programmes and agencies), the outcomes or effects that are achieved and levels of social organization.
Levels of organization
A number of social intervention theorists have proposed that the social order of society is made up of increasingly complex levels of organization [e.g. (Rappaport, 1977) ]. In this respect we would argue that health promotion interventions may be focussed on individual action, the physical and social organization of settings, and broader societal and institutional processes (Swerissen et al., 2001) . Although these levels of social organization are nested within one another, they involve different social processes.
Individual change
Interestingly, a good deal is known about the effectiveness and sustainability of health promotion interventions that are aimed at individual behaviour change. There is now a significant body of evidence on principles that underpin the most effective interventions to address behavioural risk factors [e.g. (Glanz and Rimmer, 1990) ]. Most of these interventions are aimed at changing individual behaviour through provision of information through education and social marketing to change knowledge, attitudes and beliefs that are the precursors of behaviour change. However, in the absence of other measures, even well designed educational and social marketing interventions have a relatively low success rate in producing changes in behavioural intention for most common behavioural health risks [e.g. (Mittlemark et al., 1993; Winkleby, 1994; Fortmann et al., 1995; Tudor-Smith et al., 1998) ]. Moreover, even when individuals modify behavioural health risks, there is a high probability that they will not maintain the change they make (Quigley and Marlatt, 1999) .
Interactive and individually tailored intervention programmes for behavioural health risks lead to higher levels of sustained behaviour change than social marketing. These programmes have adapted social learning theory and often introduce strategies to promote the maintenance and generalization of intervention effects. But it is difficult to recruit participants for them. It is also clear that behavioural risk factor interventions are more likely to succeed with more affluent, well educated groups with greater control over the social and material resources that affect their lives (Jarvis and Wardle, 1999) .
Behavioural programmes tend to atomize health promotion. Because the environmental and social consequences for health-related action are not directly addressed by working with individuals and small groups, sustainable behaviour change is difficult to achieve. Neither do skills learnt to modify behaviour in relation to one form of health risk readily generalize to address others, and nor do skills learnt by one person necessarily transfer to another [e.g. (King and Remenyi, 1986) ].
Consequently, behaviour change programmes targeted at individuals often require ongoing funding and resources if they are to have a sustained impact on populations. Fundamentally, behaviour change programmes targeted at individuals do not alter the social and environmental conditions that promote and maintain the behavioural risks that are the focus of intervention.
Organizational change
It is clear that health risks and outcomes are strongly associated with social and environmental circumstance [e.g. (Wilkinson and Marmot, 1998) ]. In part, health promotion interventions have sought to address social and environmental determinants of health by organizational interventions in a range of settings, including schools, work places, community, sporting and recreational organizations.
There is a significant body of evidence on the factors that affect the sustainability of settinglevel interventions (Kickbusch, 1996; Leeder, 1997; Nutbeam, 1997) . The principles and strategies for social intervention in organizations and communities are well developed [e.g. (Rappaport, 1977) ]. In relation to physical settings, for example, there is a long history of effective and sustained public health intervention to prevent the spread of infectious disease and to reduce the impact of environmental toxins, primarily through the design and regulation of the physical environment and production processes. These interventions reduce risk by redesigning the physical environment and individual behaviour alters accordingly.
More recently, there has been greater emphasis on the modification of organizational practices that impact on chronic disease and injury. These include the availability of smokefree settings, alcohol serving practices, food choices and sun protection measures (Corti et al., 1995; Corti et al., 1997) . There is considerable evidence that once organizational policies and practices are adopted and put in place, they are maintained over time without the need for ongoing intervention programmes (Rothman, 1974; Jackson, 1985; Rappaport, 1995) .
Organizational interventions draw heavily on the literature on organizational change and consultation. The sustainability of setting-level change within organizations has more to do with the changes to an organization's rules and practices rather than the behaviour of particular individuals. The intervention model assumes that changes to organizational rules and practices have a direct impact on the behaviour of individuals. But because settings are adaptive and dynamic, it is often difficult to get the 'rules of the game' to change. When the basic equilibrium of a social system is threatened there is often a 'backlash', and it is important that interventions take this likelihood into account. Organizations also vary in the extent to which their pre-existing structures and processes are able to facilitate organizational change to promote health. Considerable organizational development may be required where these do not exist. Although organizational change has greater potential to produce sustainable health promotion effects, there is a trade off between the effort required to change organizational practices and the potential for long-term sustainable change.
Social research on organizational change suggests that intervention programmes that achieve setting-level change need longer time frames and different skills and resources than individual-level change strategies in order to produce sustainable changes in practice (Rappaport, 1977) . It is also worth noting that contractual relationships between funding organizations and organizations that provide programmes represent a unique form of organizational intervention insofar as the funding organization is effectively in a position where it can purchase organizational or structural change. The disadvantage of purchasing structural change is that organizations will resist withdrawal of funds once structural change has been effectively implemented, even when no further resources are actually required for implementation. One possible strategy to overcome this problem is to differentiate between the costs of implementing structural change and the incentives for maintaining it.
Community action
Setting-level interventions also include relationships between organizations, and between organizations and individuals (Crisp et al., 2000) . Social intervention strategies and tactics for community organization and development emphasize the use of social planning and social action models. There is now a significant literature on the use of social planning and social action models for community development and the creation of new settings. These strategies often require more intensive resources over much longer time frames than those required for organizational-or individual-level change (Goodman et al., 1993; Wickizer et al., 1998) .
Potentially, community action strategies may have a significant impact on the physical and social determinants of health across the organizations and communities involved. However, there is usually significant resistance to the resource redistribution and the changes to the existing social relationships and practices concerned. Intervention programmes therefore require long-term support if they are to be sustained, and if they are withdrawn too early programme effects may disappear quickly.
Institutional change
Institutional change is usually focused on key societal decision makers and those who have direct influence upon them. Its focus is on achieving major policy change, redistribution of resources, and the establishment or reform of legislation and regulation. The intervention strategies that are employed are largely those of social advocacy, which usually includes the provision of information, lobbying, and the demonstration of community support. These interventions may involve the creation of new organizations and networks for this purpose, which require substantial ongoing resources over an extended period of time to achieve success. Moreover, it is likely that significant counter pressure and resistance to change will occur. It is unlikely that institutional change strategies can be sustained without ongoing support. However, institutional change, once achieved, has a pervasive effects on communities, organizations and individuals. Moreover, that change is usually sustained over time, although the capacity for its reversal should not be underestimated when it remains contested in the community.
Interventions and levels of social organization
It is important to note, as Watzlawick and coworkers have pointed out, that attempts to deal with one level of social organization in terms of another are doomed to confusion: For example, the economic behaviour of the population of a large city cannot be understood in terms of the behaviour of one inhabitant multiplied by, say 4 million . . . a population of 4 million is not just quantitatively but qualitatively different from an individual, because it involves systems of interaction among individuals. [ (Watzlawick et al., 1974), p. 6.] They distinguish between two types of change that social (and health) interventions may produce: first and second order change. For them, first order change is change within a system that itself does not change. Interventions seek to change individuals (or their immediate environment) so that they are better able to adapt to the existing settings and institutions. In contrast, second order change produces change in the fundamental rules and processes of social systems. Often this requires change to the rules for the allocation and distribution of access, information and resources (Watzlawick et al., 1974) .
According to Watzlawick and coworkers (Watzlawick et al., 1974) , confusion of first and second order change leads to errors of 'logical typing'. As a result, inappropriate interventions are implemented. This may include attempts to change organizational and community processes when individual change strategies are warranted, but typically it involves the use of individual change strategies when problems are a function of underlying social determinants. For example, this might include a focus on 'lifestyle' issues for a high incidence of chronic and systemic disease associated with discrimination and exclusion of indigenous groups.
Often errors of logical typing attribute health problems to the deficits of the individuals who manifest them, whether those deficits are seen as environmental disadvantage (e.g. poor living conditions of aboriginal Australians) or an inherent characteristic of the individual (genetic characteristics of people with disabilities). Either way, the institutional and organizational factors that lead to the disadvantage are not in question. Instead interventions seek to change individuals (or their immediate environment) so that they are better able to adapt to the existing settings and institutions, when it is in fact the response of the social system to the characteristics of the individual (e.g. aboriginality) that underpins the problem. This leads to 'victim blaming' (Ryan, 1971) .
In contrast, second order change, which produces change in the fundamental rules and processes of social systems, values the strengths of those who are seen to have problems. It requires the promotion of self determination and partnerships, rather than seeking to impose well meaning, but nevertheless victim blaming solutions. However it also means the redistribution of power and control over important resources; as a result, second order change is usually much more difficult to achieve.
It is also important to note that most models of health promotion intervention now recognize the interactive nature of the relationships between biological, individual, setting and institutional determinants. Sociological and ecological models of human behaviour emphasize that social systems are dynamic, interdependent and adaptive (Hawe, 1994) . What is viewed from the outside as unhealthy or maladaptive practice or behaviour needs to be seen in a social and historical context [e.g. (Trickett et al., 1972) ].
CONCLUSIONS
Interventions that are pitched at the wrong level of the social system are unlikely to be effective, let alone sustainable. For health promotion, this has been characterized as the shift from risk factor interventions to interventions aimed at risk conditions. Risk factor interventions are conceptualized at the individual level of social organization. Typically they focus on behaviours such as smoking, eating and physical activity.
On the other hand, risk conditions such as social cohesion and support, income security and access to social, educational and health services, are more usually thought of as a function of organizational, community and institutional levels of social organization. For example, there is now strong interest in findings that communities with high levels of income inequality tend to have less social cohesion, more violent crime and higher death rates. There is also evidence that friendship, good social relations and strong supportive networks improve health at home, at work and in the community, whereas low social support has been linked to increased rates of premature death, poorer chances of survival after heart attack, lesser feelings of well-being, more depression, greater risk of pregnancy complications and higher levels of disability from chronic diseases [e.g. (Wilkinson and Marmot, 1998) ].
Individual action occurs within, and is maintained by a social context. Interventions that isolate individual action from its social context are unlikely to produce sustainable health gain in the absence of change to the organizational, community and institutional conditions that make up the social context. The relationships between intervention level, strategies and the likely sustainability of programmes and effects are outlined in Table 1 . The proposed relationships provide a framework for guiding decisions about the likely sustainability of programmes and effects at different levels of social organization.
Health promotion programmes are more likely to produce sustainable effects if they address appropriate levels of social organization in seeking to achieve health promotion outcomes. Programme design and implementation should take into account the evidence linking intervention strategies, levels of social organization and the sustainability of programme effects. Furthermore, programmes should differentiate between intervention strategies to promote: (i) capacity building to develop and maintain the infrastructure required for health promotion; (ii) changes in individual, organizational, community and institutional levels of social organization that will lead to health gain; and (iii) the likely sustainability of these changes and the ongoing need for programme resources over time.
Judgements about the sustainability of health outcomes that result from health promotion should also take into account the need to maintain strategic support for health promotion interventions, the importance of retaining an ongoing capacity for health promotion interventions and the difficulty in demonstrating the health gain in the short term. Notwithstanding the benefits which can accrue to individuals, organizations or communities as a result of sustainable health promotion efforts, financial considerations often underpin the desires of funding agencies for sustainability. However, while long-term savings may eventuate, effecting sustainable change may require substantial financial resources and support over a long period of time. In fact many health promotion efforts fail to become sustainable because insufficient resources are provided in the short to medium time frame (Goodman et al., 1993) . Indeed, funding bodies that are serious about facilitating sustainable health promotion efforts should be asking themselves whether they are providing sufficient funds to projects.
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